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Appendix E 
Results Problem-Focused 





Problem Focused Studies Impact Rate 

Focus Study Review Period Evaluation Patients Reviewed Postive Impact Rate 
Period Imwact 

Multiple Oral Anti-diabetic Medications 7/1/2009 - 9/30/2009 7/1/2010 - 913012010 14 2 14.3% 

Clopidogrel Use for Greater Than One Year 211/2010 - 413012010 4/1/2011 - 61301201 1 62 19 30.6% 

TOTAL 1.168 343 29.4% 

Prepared by the Iowa Medicaid Drug Utilization Review Commission 
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Brett Faine. F 

Dr. Faine is a Clinical Pharmacy Specialist in Emergency Medicine at the University of 

lowa Hospital. He serves as a preceptor to residents and Pharm.D. students in the 

Emergency Treatment Center. Dr. Faine received his Pharm.D. degree from the 

University of lowa and completed an ASHP-accredited PGYI Pharmacy Residency at the 

University of lowa Hospitals and Clinics. Dr. Faine was appointed to the DUR 

Commission in 2010; his first term will expire in June 2014. 

Attention Physicians: Are you looking for a new professional opportunity? 

CMS requires state Medicaid programs to have a drug utilization review (DUR) program 

consisting of prospective DUR, retrospective DUR, and an educational program. The 

goal of the DUR program is to ensure appropriate medication therapy, while permitting 

appropriate professional judgment to individualize medication therapy. In lowa, the DUR 

Board is referred to as the lowa Medicaid DUR Commission. The lowa DUR 

Commission is composed of four lowa licensed physicians and four lowa licensed 

pharmacists who serve up to two, four-year terms, as well as a representative from the 

Department of Human Services. The Commission meets on the first Wednesday six 

months of the year from 9:30 a.m. to 1.30 p.m. 

The DUR Commission is currently seeking a Prescriber who serves Medicaid Members 

to join the committee. Any Physician interested in serving in this capacity should send a 

resume or curriculum vitae, as well as a letter indicating their interest to Pam Smith at the 

address shown below. Candidates that would like more information about the 

Commission or who would like to speak to a present Commissioner are encouraged to 

call. 

The deadline for applications is  April 1, 2011 

Pam Smith, R.Ph. 
DUR Project Coordinator 
lowa Medicaid Drug Utilization Review Commission 
100 Army Post Road 
Des Moines, IA 50315 
(515) 974-31 31 
info@iadur.org 



The Standards of Medical Care in Diabetes are revised annually by the American Diabetes Association (ADA) to incorporate new 
evidence into the standards of care. The recommendations provided by the ADA include screening, diagnostic, and therapeutic( 
actions that are known or believed to positively affect health outcomes in patients with diabetes. 

Cardiovascular disease (CVD) is the major cause of morbidity and mortality for patients with diabetes. Controlling cardiovascular 
risk factors is important in patients with diabetes in preventing or slowing CVD. Hypertensionlblood pressure control, 
dyslipidemiallipid management, antiplatelet agents, smoking cessation, and coronary heart disease screening and treatment are 
addressed in the position statement. It is well established that patients with type 2 diabetes have an increased prevalence of lipid 
abnormalities. Clinical trials have demonstrated significant effects of pharmacologic therapy (primarily statins) on CVD on 
outcomes in patients with CHD and for primary prevention of CVD. Recently, the DUR looked specifically at patients with a new 
diagnosis for diabetes that had at least one diagnosis code for CVD in their medical claims history that never filled a statin within 
the Iowa Medicaid population. The inquiry found 2,773 members that did not have a claim for a statin. 

The 2010 ADA position statement recommends measuring fasting lipids at least annually in most diabetics. In patients with low- 
risk lipid values (LDL < IOOmgIdl, HDL > 50mg/dl, TG < 150mg/dl), lipid assessments can be done every 2 years. Life style 
modifications, weight loss, and increased physical activity are recommended to improve lipid profiles in patients with diabetes. 
Regardless of baseline lipid levels, statin therapy should be added to lifestyle therapy for diabetic patients with overt CVD or those 
without overt CVD who are over the age of 40 and have one or more other CVD risk factors. For those patients without overt CVD 
and under the age of 40, statin therapy should be considered in addition to lifestyle modifications if LDL remains > IOOmgldl or in 
those with multiple CVD risk factors. The primary goal for LDL is < 100mgIdl in patients without overt CVD and < 70mgldl in those 
with overt CVD. While LDL cholesterol targeted statin therapy is the preferred strategy, TG levels < 150mgldl and HDL > 40mgldl 
in men and > 50mgldl in women are recommended. Combination therapy with a statin and another lipid-lowering agent (niacin, 
fenofibrate, ezetimibe, or bile acid sequestrants can also assist in lowering LDL) can be considered to reach lipid targets if they 
are not reached on maximally tolerated doses of statins. 

Recommendations for Glycemic, Blood Pressure, and Lipid Control in Adults with Diabetes \ 

1 BIOO~ Pressure 
I 

< 130180 mmHg 

References: 

I 
LDL Cholesterol 

American Diabetes Association. Standards of medical care in diabetes - 2010 [guideline on the Internet]. Diabetes care. 2010 
2010 Jan [cited 2010 June 151; 33 suppl 1 :S11-61. Available from: 
h~~:llcare.diabetesiournals.oralcontent33lSu~plement 1/Sll.full.pdf+html 

< 100mgIdl without overt CVD 

< 70mgldl with overt CVD 



FDA Update 

In 2008, the FDA required a warning label for anticonvulsants regarding the increased risk of suicidal thoughts and behaviors. A 
recent exploratory study published in The Journal of the American Medical Association reported certain anticonvuisant 
medications are associated with increased risks of suicide, attempted suicide, and vioient deaths. The study found 26 completed 
suicides. 801 attempted suicides, and 41 violent deaths in 297,620 new episodes of anticonvuisant treatment in adults. The 
findings suggest that the use of gabapentin, lamotrigine, oxcarbazepine, and tiagabine, compared with the use of topiramate, may 
be associated with an increased risk of suicidal acts or violent deaths. Further studies are needed to clarify the relationship 
between anticonvulsant medication use and suicide risk. 

The FDA has approved revised labeling requirements for long-acting beta-agonists (LABAs). In February 2010, the FDA 
announced it was requiring changes to the labels of LABAs due to an increased risk of severe exacerbation of asthma symptoms 
possibly leading to hospitalization or death inpediatric and adult patients. The new recommendations only apply to the treatment 
of asthma, and do not apply to the use of LABAs in COPD. The updated labels state the use of a LABA alone without use of a 
long-term asthma control medication, such as an inhaled corticosteroid, is contraindicated in the treatment of asthma. They 
should oniy be used in patients whose asthma is adequately controlled on low or medium dose inhaled corticosteroids and should 
oniy be used as additionai therapy for patients with asthma who are currently taking but are not adequately controiled on a iong- 
term asthma control medication. Once asthma control is achieved and maintained, patients should be assessed at regular 
intervals and step down therapy should begin with the intention of discontinuing the LABA, if possibie, without the loss of asthma 
controi. Patients shouid continue to be treated with a long-term asthma control medication. Pediatric and adolescent patients 
who require the addition of a LABA to an inhaled corticosteroid shouid use a combination product containing both an inhaled 
corticosteroid and a LABA, to ensure adherence with both medications. 

The FDA is conducting a review of primary results from 2 long-term clinical trials, ROADMP and ORIENT, to determine if type 2 
diabetics taking Benicar (oimesartan) have a higher rate of death due to cardiovascular causes compared with those taking 
placebo. Patients in these trials were given Benicar or placebo to determine if the medication would decrease kidney disease 
orogression. It was observed that a greater number of deaths from a cardiovascular cause (heart attack, sudden death, or stroke) 
occurred in the Benicar-treated patient group. The FDA believes that the benefits of Benicar in the treatment of hypertension 
outweigh its potential risks untii further information is available. 

A new drug warning has been issued by Ortho-McNeii-Janssen and the FDA notifying health care professionals of changes to the 
Warnings section of the prescribing information for Ultracef (tramadol/acetaminophen) and Ulfram (tramadol). The new 
information highlights the risk of suicide for patients who are addiction prone or taking tranquilizers or antidepressant drugs, as 
well as the risk of overdosage. 

Clonidine Poisoning 

There has been an increase in cases of pediatric cionidine poisoning, which mimics opioid poisoning. Toxicity cases present with 
myosis, hypotension, bradycardia, and respiratory and central nervous system depression. Naloxone is used in the treatment of 
cionidine poisoning, but in larger doses than those used in adult heroin addicts. Supportive care is also provided, consisting of 
intubation, along with volume therapy and pressors to support blood pressure. Recovery time varies, but children who have taken 
cionidine piiis usually improve in about 24 hours and it may take a few days if a child ingests a clonidine extended-release patch. 

The PA form for Lyrica has been changed. it is now named Chronic Pain Syndromes and the medications Cymbalfa and Savella 
have been added to the PA form. The new PA form is two pages long, the first two page PA form for Iowa Medicaid. This 
combined PA form accounts for all FDA approved diagnoses for the three medications. Diagnoses listed on the PA form include 
fibromyaigia, post-herpetic neuralgia, diabetic peripheral neuropathy, partial onset seizures, and major depressive disorder or 
generalized anxiety disorder. Refer to the PA form at iowamedicaidpdi.com for the required trials for each indication. The PA unit 
-,ill consider other conditions as listed in the compend~a on an individual basis for the aforementioned medications afler reviewing 

cumentation submitted regarding the medical necessity. 



Medicaid Statistics for Prescription Claims 

from April 1,2010 to June 30,2010 

Number of claims paid: 1,061,660 

Total dollars paid: $61,625,689 

Average amount paid per claim: $58.05 

Average amount paid per claim, brand: $199.16 

Percent controlled substances: 18.96% Average Amount paid per claim, generic: $11.60 

Prescriptions 

Lexopro 20mg 

$89.61/RX 

Tramadol 50mg 

- 
Top Drugs by Dollars Spent ' Top Therapeutic Class by Dollars 

(Pre-Rebate) Spent (Pre-Rebate) 

Antipsychotics - Atypicals 

Abilify 5mg ' Stimulants - Amphetamines - 

$984,861 Long Acting 

$413.63/RX $4.2 million 
1 .- ... .............................. 

Adderall XR 20mg 1 
I 

' 1  Anticonvulsants 
$930,740 i 

i $3.6 million 
$255.26/RX ! 

. . . . . . . . . . . . . . . .  ' I  . . . . . . . . . . . . .  . . . . .  

Abilify lOmg . I  
j 
. Antidepressants - Selected SSRl's : 

Lexopro 20mg 1 Stimulants- Methylphenidate- 

$858,822 Long Acting 

i 
$89.61/RX 1 $2.8 million 



drug in the past month increased to 48% in 2007-08, an increase of 10% 
from 1999-2000. Use of two or more drugs increased from 25% to 31%, 
and the use of five or more drugs increased from 6% to 11 %. In 2007-08, 
nearly one-half of Americans used at least one or more prescriptions in 
the month prior to the survey, with one out of every five children and nine 
out of every ten older Americans using at least one prescription drug. 

The most commonly used drugs used by age were bronchodilators for 
children (0-1 1 years), central nervous system stimulants for adolescents 
(12-19 years), antidepressants for adults (20-59 years), and cholesterol 
lowering drugs for adults aged 60 and over. 

Attention Physicians: Are you looking for a new professional opportunity? 

CMS requires state Medicaid programs to have a drug utilization review 
(DUR) program consisting of prospective DUR, retrospective DUR, and an 
educational program. The goal of the DUR program is to ensure 
appropriate medication therapy, while permitting appropriate professional 
judgment to individualize medication therapy. In lowa, the DUR Board is 
referred to as the lowa Medicaid DUR Commission. The lowa DUR 
Commission is composed of four lowa licensed physicians and four lowa 
licensed pharmacists who serve up to two, four-year terms, as well as a 
representative from the Department of Human Services. The Commission 
meets on the first Wednesday six months of the year from 9:30 a.m. to 
1 :30 p.m. 

The DUR Commission is currently seeking a Physician who serves 
Medicaid Members to join the committee. Any Physician interested in 
serving in this capacity should send a resume or curriculum vitae, as well 
as a letter indicating their interest to Pam Smith at the address shown 
below. Candidates that would like more information about the 
Commission or who would like to speak to a present Commissioner are 
encouraged to call. 

The deadline for applications is April 1, 2011. 

Pam Smith, R.Ph. 
DUR Project Coordinator 
Iowa Medicaid Drug Utilization Review Commission 
100 Army Post Road 
Des Moines, IA 5031 5 
(51 5) 974-31 31 
info@iadur.org 



Clopidogrel (Plav~x) plays an important role in the management of cardiovascular and cerebrovascular 
diseases. National and international treatment guidelines recommend clopidogrel either as monotherapy or 
as combination therapy with aspirin, depending on the patient's risk for thromboembolic events. The I \ 
American College of Chest Physicians Evidence-Based Clinical Practice ~uidelines' recommends the 
following with regard to platelet-aggregation inhibitors: 

For patients with acute coronary syndrome (ACS), aspirin should be given indefinitely unless 
contraindicated. (Grade 1A) 
For patients with Post-ST-Segment Elevation ACS, clopidogrel should be used for up to 12 months 
following hospital discharge. (Grade 28) 
For patients with Non-ST-Segment Elevation ACS, combination therapy with aspirin and clopidogrel 
should be used for 12 months. (Grade 1A) 
For patients who undergo percutaneous coronary intervention (PCI) with drug-eluting stents, aspirin 
plus clopidogrel for at least 12 months (Grade IA), or indefinitely if no bleeding or intolerable side 
effects occur (Grade 2C). 
For patients who undergo PC1 with bare metal stents, aspirin plus clopidogrel should be used for 3 to 
12 months. (Grade 1A) 
For patients allergic to aspirin or who experience intolerable side effects with aspirin, clopidogrei 
should be used instead of aspirin for as long as antiplatelet therapy is needed. (Grade ?A) 

The American College of Chest Physicians Evidence-Based Clinical Practice ~uidelines* recommends the 
following with regard to platelet-aggregation inhibitors when used for cerebrovascular disease: 

Aspirin, aspirinlextended-release dipyridamole, dipyridamole and clopidogrel are all acceptable 
options for therapy in patients who have experienced noncardioembolic stroke or TIA. (Grade $A) 
Long-term use of the combination of aspirin and clopidogrel should be avoided. (Grade 1 B) ( 

The DUR regularly reviews patient profiles where it is observed members have been using clopidogrel 
beyond one year, with or without aspirin. The cost of using clopidogrel, based on AWP pricing, is $195 per 
month for once daily dosing whereas aspirin costs pennies per day. From January 1, 2010 through June 
30, 2010, there were 4,047 paid claims for clopidogrel. The DUR recently sent letters to prescribers and 
pharmacies of members who have been using clopidogrel for greater that one year that did not have a 
diagnosis that supported its extended use. The DUR asked if clopidogrel could be discontinued and, if not 
contraindicated, switched to aspirin. 

References: 

1. Becker RC. Meade TW, Berger PB, et al. The primary and secondary prevention of coronary artery disease: American 
College of Chest Physicians Evidence-Based Clinical Practice Guidelines (8th Edition). Chest 2008 Jun;133(6 Suppl):776S- 
814s .. 

2. Albers GW, Amarenco P, Easton JD et al. Antithrombotic and thrombolytic therapy for ischemic stroke: American College of 
Chest Physicians Evidence-Based Clinical Practice Guidelines (8Ih ~dition). Chest 2008 Jun;133(6 Suppl): 630s-69s. 



s The FDA is requiring the manufacturer of ~vandia@ (rosiglitazone), GIaxoSmithKline (GSK), to 
undertake a restricted access program under the agency's Risk Evaluation and Mitigation Strategy 
(REMS) initiative to include elements to ensure the safe use of the product. Under the REMS, 
rosiglitazone will be available to new patients only if they are unable to achieve glucose control on 
other medications and are unable to take Actose (pioglitazone). The decision comes after the results 
from various published studies showed an increased risk in cardiac events in patients taking 
rosiglitazone. Current users of rosiglitazone who are benefiting from the drug will be able to continue 
using the medication if they choose to do so. 

m New information has been added to the existing Boxed Warning of ~ r a v a @  (leflunomide) regarding the 
risk of severe liver injury. The new boxed warning recommends against using leflunomide in patients 
with preexisting hepatic dysfunction and patients with liver enzymes greater than two times the upper 
limit of normal. It emphasizes the importance of monitoring liver function after the initiation of therapy. 

m The FDA announced it would include information on the risk for developing aseptic meningitis as a 
result of Lamictal (lamotrigine). This information will be included in the Warnings and Precautions 
section of the drug label and in the Medication Guide. 

r The label for prescription and over-the counter proton pump inhibitors (PPls) will be updated to include 
safety information on the potential increased risk of hip, wrist, and spine fractures. The increased risk 
is seen primarily in older patients with PPI use greater than one year, and with high doses of PPls 
(doses greater than 1.5 doses per day). 

Specialty Drug L~st  

In December 2009, lowa Medicaid developed the Specialty Drug List that is subject to a different 
imbursement rate than other covered medications. Specialty drugs include biological drugs, blood-derived 

.roducts, complex molecules, and select oral, injectable, and infused medications identified by the 
Department. These specialty drugs are reimbursed at the lowest of Federal Upper Limit (FUL) plus 
dispensing fee, State Maximum Allowable Cost (SMAC) plus dispensing fee, Average Wholesale Price 
(AWP) minus 17% plus dispensing fee, or usual and customary price. This list includes Hepatitis C agents, 
Multiple Sclerosis agents, Biologicals, and numerous other medications. The complete list can be found on 
the lowa Medicaid Preferred Drug List (PDL) website at iowamedicaidpdl.com under the Specialty Drug List 
link on the left hand side of the page. 

The DUR recently voted to change the PA criteria for the Lidocaine Patch. LidodermB is indicated for the 
relief of pain associated with post-herpetic neuralgia. The American Academy of Neurology published a 
practice parameter for the treatment of post-herpetic neuralgia in September 2004. TCAs, long acting 
opioids, gabapentin, pregabalin, and lidocaine patch were found to have medium to high efficacy in the 
treatment of post-herpetic neuralgia. While the lidocaine patch has been used for diagnoses other than 
post-herpetic neuralgia, clinical evidence supporting unapproved uses of lidocaine patches is either lacking 
or of poor quality. Below are the updated PA criteria for lidocaine patch. The changes are italicized. 

Prior authorization is required for topical Iidocaine patches (LidodermB). Payment will be considered for a 
diagnosis of pain associated with post-herpetic neuralgia following a previous treatment failure with a 
preferred agent at therapeutic dose from fwo of the following: tricyclic antidepressant, opioid, gabapentin, 

rbamazepine, or valproic acid. A maximum of 30 patches may be dispensed with the initial prescription to 
determine efficacy. 



Medicaid Statistics for Prescription Claims 

from July 1,2010 to September 30,2010 

Number of claims paid: 906,224 Average amount paid per claim: $57.89 

Total dollars paid: $52,465,816 Average amount paid per claim, brand: $196.45 

Percent controlled substances: 19.04% Average Amount paid per claim, generic: $11.46 

Spent (Pre-Rebate) 

Antipsychotics - Atypicals 

Hydrocodone/APAP 5-500 

Lexapro 20mg Anticonvulsants 

Antidepressants - Selected SSRl's 



The American Heari Association has updated their guideline for the Prevention of 
Cardiovascular Disease in Women. The revision incorporates several new strategies 
lor the prevention of cardiovascular events in women with the key points presented 
>elow. 

1. T 
he guideline stratifies women into three categories (high risk, at risk and ideal 
cardiovascular health) for assessing cardiovascular risk (Table 1). 

2. Women with a 10-year predicted risk for cardiovascular disease of 210% are 
now considered at high risk (as opposed to a 10-year risk for coronary heart 
disease of 220%. 

3. Alternatives to the 10-year risk equation are now accepted for the prediction of 
10-year global cardiovascular risk such as the Reynolds risk score for women. 
Previously, the Framingham risk score was only used. 

4. Lifestyle interventions include stronger recommendations for increased 
exercise. Women should be encouraged to accumulate at least 150 minutes 
of moderate or 75 minutes of vigorous exercise per week (for additional 
benefit, 300 minutes of moderate or 150 minutes of vigorous exercise per 
week are recommended), and to sustain aerobic activities for at least 10 
minutes per episode. Women should also be encouraged to perform 
strengthening exercises involving all major muscle groups at least 2 days per 
week. 

5. Diet recommendations are more stringent: 
a. Fruits and vegetables, 2 4.5 cups per day 
b. Fish. 2 sewings per week (preferably oily types of fish) 
c. Fiber, 309 per day ( l . l g  fiber per l o g  carbohydrate) 
d. Whole grains, 3 sewings per day 
e. Sugar, r 5 sewings (1 tablespoon) per week 
f. Nuts, legumes, and seeds., 2 4 sewings per week 
g. Saturated fat, < 7% of total energy intake 
h. Cholesterol, < 150mg per day 
i. Alcohol r 1 per day 
j. Sodium, < 1500mg (1 teaspoon) per day 
k. Trans-fatty acids, 0 

6. Consumption of omega-3 fatty acids in fish or in capsule form may be 
considered for primary or secondary prevention of cardiovascular events in 
women with hypercholesterolemia, hypertriglyceridemia, or both. 

7. The algorithm for preventative care now includes specific recommendations 
for stroke prevention in women with atrial fibrillation. 

8. There is continued emphasis to avoid therapies without demonstrated benefit 
or with risks that outweigh their benefits (Class Ill Interventions): 

a. Noncontraceptive hormone therapy outside of indications for 
menopausal symptoms 

b. Antioxidant vitamin supplements 
c. Folic acid supplements, except during childbearing years to prevent 

neural tube defects in offspring 
d. Routine use of aspirin in healthy women aged < 65 

-Continued on page 2- 



Table I. Classification of CVD Risk in  Women 

i i s k  Status 
i igh risk (2 1 high-risk states) 

U risk (21 major risk factor[s]) 

deal cardiovascular health (all 
rf these) 

:VD indicates cardiovascular disea: 
igh-density lipoprotein cholesterol; 

References: 

Criteria 
Clinically manifest CHD 
Clinically manifest cerebrovascular disease 
Clinically manifest peripheral arterial disease 
Abdominal aortic aneurysm 
End-stage or chronic kidney disease 
Diabetes mellitus 
10-year Predicted CVD risk 2 10% 
Cigarette Smoking 
SBP 2 120 mm Hg, DBP 2 80 mm Hg, or treated hypertension 
Total cholesterol 2 200 mgIdL, HDL-C < 50 mgIdL, or treated dyslipidemia 
Obesity, particularly central adiposity 
Poor diet 
Physical inactivity 
Family history of premature CVD occurring in first-degree relatives in men c 55 years 

of age or in women < 65 years of age 
Metabolic syndrome 
Evidence of advanced subclinical atherosclerosis (eg, coronary calcification, carotid 

plaque, or thickened IMT) 
Poor exercise capacity on treadmill test andlor abnormal heart rate recovery after 

stopping exercise 
Systemic autoimmune collaaen-vascular disease lea. l u ~ u s  or rheumatoid arthritis) , - .  . 
tiistoyof preeclampsia ge,:tational -. diabetes, - -- -- or Pregnancy:induced . hyeertenslon' 
Total cholesterol < 200 mg/dL (untreated) 
BP <1201<80 mm Hg (untreated) 
Fasting blood glucose < 100 mgldL(untreated) 
Body mass mdex < 25 kglm2 
Abstinence from smoking 
Physical activity at goal for adults > 20 years of age: 2 150 minlwk moderate intensity, 

2 75 minlwk vigorous intensitv, or combination 
Healthy (DASH-like) diet 
CHD, coronary heart disease; SPB, systolic blood pressure; DBP, diastolic blood pressure; HDL- 

1. Mosca Le t  al. Effectiveness-based guidelines for the prevention of cardiovascular disease in women - 201 1 update: A 
guideline from the American Heart Association. Circulation 201 1 Feb 16. Available at: 
htt~:llcirc.ahaiournals.oralcailre~rint~CIR.ObOl3e31820faaf8v2?maxtoshow=&hits=l O&RESULTFORMAT=&fulltext=effectiv 
eness+based+auidelines+for+the+orevention+of+cardiovascular+disease+in+w&searchid=l &FIRSTlNDEX=O&resourcetvt~ 
e=HWCIT. Accessed online February 28.201 1. 



o The FDA issued a drug safety communication notifying healthcare professionals and the public that 
prescription proton pump inhibitors (PPls) may cause hypomagnesemia if taken for extended periods 
of time (longer than one year). Low serum magnesium levels can result in serious adverse events 
including tetany, arrhythmias, and seizures. The FDA recommends obtaining serum magnesium levels 
prior to starting PPI treatment in patients expected to be on these drugs for long periods of time, as 
well as patients who take PPls with medications such as digoxin, diuretics, or drugs that may cause 
hypomagnesemia. Treatment of hypomagnesemia typically requires magnesium supplements. 
Treatment in patients taking a PPI and who have hypomagnesemia may also require stopping the PPI. 
OTC PPls were not included in this warning since they are marketed at low doses and are only 
intended for a 14 day course of treatment up to three times per year. 

o The FDA is alerting the public of new data that show there is an increased risk for the development of 
cleft lip and/or cleft palate in infants born to women treated with topiramate during pregnancy. Oral 
clefts occur in the first trimester of pregnancy before many women know they are pregnant. The 
benefits and risks of topiramate should be carefully weighed when prescribing this drug for women of 
child bearing age, particularly when it is considered for a condition not usually associated with 
permanent injury or death. Alternate medications that have a lower risk of oral clefts and other 
adverse birth outcomes should be considered for these patients. If topiramate is to be used in women 
of childbearing age, effective birth control should be used. Because of the new data that show an 
increased risk of oral clefts, topiramate is being placed in Pregnancy Category D. 

Buprenorphine (ButransTM) Transdermal System: Prior authorization is required for ButransTM. Payment 
,ill be considered when the following criteria are met: 1) Previous trials and therapy failures at a therapeutic 
Jse with a preferred long acting morphine sulfate product and methadone. The preferred trials must allow 

for adequate dose titration and show use of a short acting narcotic for breakthrough pain. 2) A trial and 
therapy failure with fentanyl patch at maximum tolerated dose. The required trials may be overridden when 
documented evidence is provided that the use of these agents would be medically contraindicated. 

Extended-Release Alpha;! Agonists: Clonidine (KapvayTM) and Guanfacine (lntuniva): Prior 
authorization is required for extended-release alpha:! agonists. Payment will be considered for patient when 
the following criteria are met: 1) The patient has a diagnosis of ADHD and is between 6 and 17 years of 
age; and 2) Previous trial with the preferred immediate release product of the same chemical entity at a 
therapeutic dose that resulted in a partial response with a documented intolerance; and 3) Previous trial and 
therapy failure at a therapeutic dose with one preferred amphetamine and one preferred non-amphetamine 
stimulant; and 4) Previous trial and therapy failure at a therapeutic dose with atomoxetine (stratteram). The 
required trials may be overridden when documented evidence is provided that the use of these agents would 
be medically contraindicated. 

Dalfampridine ( ~ m p y r a ~ ) :  Prior authorization is required for dalfampridine (Ampyram). Payment will be 
considered under the following conditions: 1) For patients that have a gait disorder associated with MS. 2) 
Initial authorizations will be approved for 12 weeks with,a baseline Timed 25-foot Walk (T25FW) 
assessment. 3) Additional prior authorizations will be considered at 6 month intervals after assessing the 
benefit to the patient as measured by a 20% improvement in T25FW from baseline. Renewal will not be 

?proved if the 20% improvement is not maintained. Prior authorizatidns will not be considered for patients 
.rith a seizure diagnosis or in patients with moderate or severe renal impairment. 



Medicaid Statistics for Prescription Claims 

from October 1,2010 to December 31,2010" 

Number of claims paid: 1,108,888 

Total dollars paid: $64,543,129.65 

Average amount paid per claim: $58.22 

Average amount paid per claim, brand: $199.52 

Percent controlled substances: 18.81% Average Amount paid per claim, generic: $11.68 

Antipsychotics - Atypicals 

ts - Amphetamines - 

Antidepressants - Selected SSRl's 

Cheratussin Syrup AC Anticonvulsants 

Tramadol HCL 50mg 

*All dollars reported are Pre-Rebate 
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Appendix L 
Quarterly Management Reports 



























































































































Appendix M 
Meeting Minutes 





























































Appendix N 
Mental Health Work Group 









Appendix O 
Smoking Cessation Report 























Appendix P 
Recommendations to the P&T 






